Introduction {#sec1-1}
============

Regional pericarditis remains an elusive and a difficult to diagnosis condition and is likely under-diagnosed. Most of the studies regarding regional pericarditis are in the setting of status post acute myocardial infarction (AMI).\[[@ref1][@ref2]\] Regional pericarditis presents secondary to localized pericardial inflammation resulting in localized ST-segment elevation that can mimic AMI.\[[@ref3][@ref4][@ref5]\] Pericarditis is typically diagnosed with the presence of at least two of the following:

Chest pain;Pericardial effusion;Friction rub; andCharacteristic electrocardiographic (ECG) changes.\[[@ref5][@ref6]\]

However, friction rub and pericardial effusion are often not present and diagnostic criteria including these two findings would result in under-diagnosis.\[[@ref2][@ref7]\] The electrocardiographic changes of acute pericarditis occur in four stages. Stage 1 lasts several days to weeks and is characterized by widespread concave ST-segment elevations less than 5 mm, with reciprocal depression in leads aVR and V~1~. Except for leads aVR and V~1~, the PR-segment is usually depressed, reflecting abnormal atrial repolarization secondary to inflammation. Stage 2 lasts several days to weeks as well and results in the normalization of the ST-segment and PR-segment towards an isolelectric status. Stage 3 typically begins in the third week and may last for several weeks at which time the T-waves may become inverted. Lastly, stage 4 results in slow resolution of T-wave changes.\[[@ref4][@ref8]\] In contrast, there is currently no ECG or medical criteria for the diagnosis of regional pericarditis but rather it is a diagnosis of exclusion.

Case Presentation {#sec1-2}
=================

A 52-year-old male with a past medical history significant for paroxysmal atrial fibrillation, dyslipidemia, and hypertension presented to our facility for an elective atrial fibrillation ablation after his atrial fibrillation became increasingly symptomatic and refractory to medical therapy. Electrocardiogram at time of elective ablation revealed a normal sinus rhythm with heart rate of 79 beats per minute and a normal early repolarization pattern with no other findings \[[Figure 1](#F1){ref-type="fig"}\]. After a transesophageal echocardiogram (TEE) revealed no identifiable thrombus, the patient underwent the procedure. The patient underwent cryoablation of the pulmonary veins and the posterior wall of the left atrium. The left isthmus was ablated without successful bidirectional block despite aggressive ablation of the endocardial and epicardial region. The right isthmus was then ablated with successful bidirectional block. The patient tolerated the procedure well, with the maintenance of the activated clotting time (ACT) greater than 300 with heparin that was reversed with protamine sulfate after the procedure with removal of the right femoral vein sheaths. The patient was discharged later that day with sotalol 80 mg orally twice daily, clopidogrel 75 mg orally daily, and aspirin 325 mg orally daily.

![ECG revealing normal sinus rhythm with heart rate of 79 beats per minute and a normal early repolarization pattern prior to undergoing atrial fibrillation catheter ablation](NAJMS-6-481-g001){#F1}

The following day, the patient returned to the emergency department with nine out of ten chest pain that was mid-sternal in location. Electrocardiogram at time of presentation revealed normal sinus rhythm with heart rate 78 beats per minute with anterolateral ST-segment elevations in leads I and aVL and V~2~ -V~4~, reciprocal inferior ST-segment depressions in leads III and aVF and subtle PR-segment depressions \[[Figure 2](#F2){ref-type="fig"}\]. Serum troponin I was 17.2 ng/ml, with a creatinine concentration of 0.97 mg/dl and hemoglobin level of 15 g/dl. Because of the evidence of ST-segment myocardial infarction (STEMI), the patient underwent emergent coronary angiography. Coronary angiography revealed no significant coronary artery disease (\<50% luminal stenosis), with a left ventriculogram revealing an estimated left ventricular ejection fraction (LVEF) of 60% and no mitral valve regurgitation or regional wall motion abnormalities.

![ECG status-post atrial fibrillation catheter ablation revealed normal sinus rhythm with anterolateral ST-segment elevations in leads I and aVL and V2-V4, reciprocal inferior ST-segment depressions in leads III and aVF and subtle PR-segment depressions](NAJMS-6-481-g002){#F2}

A 2D transthoracic echocardiogram (TTE) was performed the day following the left heart catheterization to evaluate for pericardial effusion, revealing a LVEF of 55-60%, normal left ventricular diastolic filling, and a normal pericardium with no evidence of pericardial effusion.

It was thought that patient was suffering from regional post-procedural pericarditis and treated with colchicine 0.6 mg orally and aspirin 325 mg orally with resolution of chest pain. The patient was then discharged the following day with colchicine 0.6 mg orally daily for 30 days, hydrocodone/acetaminophen 5 mg/325 mg orally every 8 hours as needed for pain, aspirin 325 mg orally daily, clopidogrel 75 mg orally daily, sotalol 80 mg orally twice daily, and pantoprazole 40 mg orally daily with resolution of chest pain.

Discussion {#sec1-3}
==========

Our case report identifies the difficulty of further distinguishing regional pericarditis and STEMI. In this particular case, the ECG was considerably compelling for an acute anterior myocardial infarction despite pre-procedural ischemic evaluation that was negative prior to cardiac ablation. In the emergency department, a differential diagnosis of complications post-atrial fibrillation catheter ablation responsible for this ECG were considered, including coronary embolization from a left atrial thrombus, left circumflex artery damage from ablation, stress-induced cardiomyopathy, and pericardial effusion. Regional pericarditis became our diagnosis after exclusion of the above-mentioned causes. There is no known documented case report discussing regional pericarditis status post cardiac ablation.

Although, complications post atrial fibrillation catheter ablation have steadily decreased,\[[@ref9]\] physicians should know and understand the possible complications and include regional pericarditis as a differential diagnosis.

In contrast to the findings of Rechenmacher *et al*.,\[[@ref5]\] our case revealed an even more difficult diagnosis in that the ECG findings revealed reciprocal ST-segment depressions in inferior leads III and aVF that is atypical to previous ECG findings in cases diagnosed with regional pericarditis. Although there are currently no ECG criteria for the diagnosis of regional pericarditis, the absence of inverted T-waves may be suggestive of regional pericarditis in the right clinical setting, as once T-waves invert due to an AMI, they should remain inverted for weeks to months.\[[@ref2]\]

As regional pericarditis becomes more recognized, healthcare providers will be able to make a rapid and accurate diagnosis that is imperative to provide appropriate management with patient satisfaction and avoid potential harmful therapies.

Written informed consent was obtained from the patient for publication of this case report and any accompanying images.
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